
STATE OF MISSOURI
division of professional registration
SUpERvISIOn chAngE OF STATUS Missouri division of professional registration

state coMMittee for social workers

InSTRUcTIOnS
1. all sections must be completed. additional information may be included by attaching a separate sheet. (573) 751-0885 (voice Mail)
2. completed form should be mailed to the following central office address: text telephone for Hearing

state committee for social workers impaired    1-800-735-2966
post office box 1335
Jefferson city, Missouri 65102-1335
http://www.pr.mo.gov      e-mail:  lcsw@pr.mo.gov

tYpe of cHange (cHeck appropriate box)

SUpERvISOR(S):    additional supervisor    new supervisor SETTIng:    additional    new
AppLIcAnT dATA
naMe (first, Middle, last, suffix, forMer/Maiden)

residence street address (if po, please provide a street address also) citY state zip code

social securitY nuMber date of birtH residence telepHone nuMber

current place of eMploYMent eMploYMent telepHone nuMber

eMploYMent address citY state zip  code

e-Mail u.s. citizen?

Yes    no      (if no, attacH copY of evidence of legal resident alien status)

AnSWER ThE FOLLOWIng QUESTIOnS (Yes answers must be explained in sworn affidavit and accompanied by YES nO
documents as required in the rules.)

a) Have you ever applied for a license as a social worker and been denied?
b) Has your license or social work privileges ever been revoked, restricted, or have you ever been the subject of

disciplinary action by any licensing agency, institution or any other entity?
c) Have you ever entered a plea of guilty or nolo contendere or been convicted of a felony, misdemeanor or received

a suspended imposition of sentence?
d) are you presently being investigated or is there any disciplinary action pending against you?
e) are you now or ever have been addicted to or used in excess, any drug or chemical substance including alcohol?
f) are you now being treated or have you ever been treated through a drug or alcohol rehabilitation program?
g) Have you ever been named as a party in a civil suit?
h) Have you ever been disciplined for unethical behavior or unprofessional conduct?
i) Have you ever voluntarily surrendered a professional license?

SUpERvISEd pRAcTIcE SETTIng
institution naMe

institution address

is institution a private practice?

Yes  no    (The professional setting shall not include private practice in which the supervisee operates, managers, or has an ownership interest in the private practice)
SUpERvISOR dATA
naMe (last, first, Middle, Maiden) is supervisor a relative of applicant

address (street, citY, state, zip code) daYtiMe telepHone nuMber

dates of employment. if not employed by institution, clearly indicate the nature of affiliation with the institution. (attach letter of employment
verification or photocopy of pertinent contract).

please cHeck all tHat applY to supervisor:

Missouri - license number _______________ ;
_______________ licensed social worker in another state supervising in that state, with an equivalent license - state license number

________________ ; original issue date _________ ;
   



identifY individual(s) wHo Have an ownersHip interest in tHe private practice.

list tHe individual(s) ultiMatelY responsible for tHe private practice.

nATURE OF SUpERvISIOn
The committee recommends that a disclosure statement be presented to each client regarding supervisory status and name of
supervisor.
applicant’s proposed position date of applicant’s initial eMploYMent (attacH verification letter)

total nuMber of Hours/week applicant will be working nuMber of Hours/week of individual face-to-face supervision

anticipated coMpletion date for supervision proposed period of supervision 

describe tHe social work duties to be perforMed bY tHe applicant, including specific tYpes of cases, clients, assessMent procedures, intervention activities and
tHerapeutic approacHes.

describe tHe nature of tHe supervision. specificallY How will tHe supervisor Maintain full professional responsibilitY for tHis applicant? (attacH additional sHeet
if necessarY)

STATEMEnT OF EMpLOYER
(insert social worker in training naMe) (setting) (date of eMploYMent)

i hereby affirm  that is employed at as of
eMploYer signature date

4
STATEMEnT OF AppLIcAnT

i hereby affirm under penalties of perjury that i am the applicant named in this registration and that all statements and enclosures herein are true
and accurate to the best of my knowledge, information and belief.

date signature of applicant

4
STATEMEnT OF SUpERvISOR
i have reviewed this proposal for supervised professional experience and accept full professional responsibility for the work this applicant will be
performing under my supervision. this work will be performed pursuant to my order, control, oversight and guidance. if i am unable to complete
this supervision arrangement i will advise the state committee for social workers.
i hereby affirm under penalties of perjury that i am the supervisor named in this registration and that all the statements and enclosures herein
are true and accurate to the best of my knowledge, information and belief.
date signature of supervisor

4
Mo 375-0905 (8-13)



STATE OF MISSOURI
division of professional registration
cOnTRAcT FOR SUpERvISIOn Missouri division of professional registration

state coMMittee for social workers

this contract must be submitted for approval by the committee, in addition to the registration of supervision form. Supervision will not be
effective until the date it is approved by the State Committee for Social Workers
I. InFORMATIOn REgARdIng SUpERvISEE
tYpe of license applYing for (please cHeck one)

lcsw          lbsw-ip          laMsw
applicant’s naMe (first, Middle, last, suffix, Maiden)

date of birtH social securitY nuMber

residence address (street, citY, state, zip code)

residence telepHone nuMber residence e-Mail address

current place of eMploYMent

eMploYMent address (street, citY, state, zip code)

eMploYer telepHone nuMber eMploYer e-Mail address

II. InFORMATIOn REgARdIng LIcEnSEd SUpERvISOR
supervisor’s naMe (first, Middle, last, suffix, Maiden)

date of birtH social securitY nuMber

residence address (street, citY, state, zip code)

residence telepHone nuMber residence e-Mail address

current place of eMploYMent

eMploYMent address (street, citY, state, zip code)

eMploYer telepHone nuMber eMploYer e-Mail address

state of license (if not Missouri, please attacH official verification froM anotHer state)

license nuMber level of license

original issue date expiration date

Has tHis license even been disciplined?
Yes      no   if yes, please submit a full explanation in writing and submit all official documentation pertaining to the disciplinary and/or consent order along with this application.

III. SUpERvISEd ExpERIEncE
it is understood that a minimum of four hours per month of face-to-face supervision is required for 24 months within a 48 month period for
social work licensure. fifty percent (50%) may be group supervision. (group supervision is no less than three and no more than 6
supervisees). You may view the full rules regarding supervision online at www.pr.mo.gov/socialworkers.asp.
MetHod of supervision

group individual combination
practice supervised

clinical casework administrative community org research
other (please explain): ________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________

if supervision is provided under contract, tHe cost of tHe supervision is
free          $_____ hour          other (please explain):

Mo 375-0905 (8-13)



Iv. cOnFIdEnTIALITY (TO bE cOMpLETEd bY ThE LIcEnSURE SUpERvISOR)

check this box if the supervisor agrees to adhere to the confidentiality policies of the supervisee’s employing agency.

v. STATEMEnT OF SUpERvISEE

i understand that 3000 hours of supervised practice must be completed by the supervisee over a minimum of two years and a maximum of
four years. the supervision will include a minimum of four hours face-to-face supervision every four weeks between the supervisee and the
supervisor noted on this contract. i understand that i must comply with provisions as outlined in this contract and must notify the committee
of any modifications once it has been approved. failure to do such could result in the loss of supervision hours gained. it is also understood
that should my supervisor and/or setting change, a change of status form must be completed and approved by the committee. i further
understand that i am to remain under supervision until a license is issued and that each supervisor is required to submit an attestation form
attesting ot the supervision provided.
i hereby affirm under penalties of perjury that i am the applicant named in this contract and that all statements and enclosures herein are true
and accurate to the best of my knowledge.

signature of supervisee date

vI. STATEMEnT OF SUpERvISOR

i agree to supervise the supervisee named in this contract and accept full professional responsibility for the work the supervisee will be
performing under my supervision. this work will be performed pursuant to my order, oversight and guidance. i understand that 3000 hours
of supervised practice must be completed by the supervisee over a minimum of two years and a maximum of four years. supervision is to
include at least four hours of face-to-face supervision every four weeks. i understand that it is recommended that i keep notes and
documentation of the supervision that occurs and the issues discussed. as the registered supervisor, i understand that i shall provide annual
reports of progress to the committee. these will be due on the anniversary date of the initial approval for the twelfth, twenty-forth, and thirty-
sixth months of supervision. i further understand that i am expected to submit a completed attestation form to the committee upon completion
of the supervision; however, realizing that the supervisee is to remain under supervision until a license is issued. if for any reason i terminate
the supervision other than the 3000 hours have been completed, i realize that i must submit the termination of supervision form.
i hereby affirm under penalties of perjury that i am the supervisor named in this contract and that all statements and enclosures herein are
true and accurate to the best of my knowledge.

signature of supervisor date

check this box if you have completed the required 16 hours of supervision training.
check this box if you have completed three hours of continuing education in supervision in your last renewal period.

You may be asked for copies of these certificates.

ATTEnTIOn SUpERvISOR
if you would like to have your name and contact information added to a listing of qualified supervisors in Missouri, please visit the website
at www.pr.mo.gov/socialworkers.asp to complete the request form. this listing will be available online and is public information.

Mo 375-0905 (8-13)
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